received at least 1 hour of elder mistreatment training during residency) were significantly more likely to report comfort with performing and interpreting medical examinations for different types of elder mistreatment compared with never-trained resident physicians (those who never received elder mistreatment training during residency) (survey items 2-7) (Table II) .
Ever-trained resident physicians reported significantly increased likelihood of feeling comfortable interviewing caregivers, speaking with adult protective services and law enforcement, and knowing which circumstances require reporting to adult protective services (survey items 8-10) (Table II) . Ever-trained resident physicians were significantly more likely to report screening for elder mistreatment in older patients (survey items 31-39) (Table II) , an imperative first step in recognizing potential victims and initiating lifesaving measures.
This study showed a significant disparity in hours of elder mistreatment training between dermatology and nondermatology resident physicians. In addition, elder mistreatment training was significantly associated with multiple key dimensions of elder mistreatment management. Limitations of this study include response bias and recall bias. The results of this study support the incorporation of elder mistreatment training into the postgraduate curriculum of dermatology resident physicians as it is highly likely to translate into improved and potentially lifesaving care of a vulnerable and rapidly growing population. constraints. An earlier publication of 80 primary care electronic hospital discharge summaries identified 840 different abbreviations, with 44% being universally accepted, and nearly half requiring institution-or specialty-specific context for correct interpretation. 1 Specialty documentation should be understandable to physicians of all backgrounds without additional translation or clarification. Yet, specialtyspecific abbreviations lack standardization, leading to alternative interpretations. 2 Another area of concern is patient access to their electronic medical records. The use of abbreviations may generate misunderstanding and anxiety regarding a patient's diagnosis and treatment plan. 3 Given these concerns, we administered a survey of 40 frequently used dermatologic abbreviations to 2 populations at our institution: (1) nondermatologist physicians, and (2) dermatology patients and their families or caregivers waiting in clinics. Abbreviations were chosen by consensus of the authors to represent well-known abbreviations used in dermatology and were based on a list given to incoming medical students and residents in our dermatology department. Participation was voluntary. No reference materials were permitted. Responses were analyzed to assess identification of abbreviations and alternative interpretations. The protocol was approved by the University of Missouri Health Sciences Institutional Review Board, project no. 1214660HS.
Responses were obtained from 40 faculty members (16 specialty and 24 primary care) and 66 residents and fellows (21 specialty and 45 primary care). Faculty averaged 7.7 of 40 correct (range 0-24); residents/fellows averaged 9.8 (range 2-18). Fig 1 shows the scores for faculty and residents/fellows. Our survey demonstrates that most physicians in this study know fewer than 25% of commonly used dermatology abbreviations. A small difference in average performance between faculty and residents/fellows may be attributable to recent exposure to dermatology in medical school or residency rotation.
Of 70 patient/caregiver surveys, 2 respondents correctly identified BX (biopsy) and BCC (basal cell carcinoma), whereas 1 identified BX. No other abbreviations were correctly identified.
Physicians and patients provided a number of alternative interpretations, shown in Table I . Physicians in this survey misinterpreted approximately 7% of abbreviations as other medically relevant terms. BP (bullous pemphigoid), LP (lichen planus), and FTT ( freeze-thaw time) were most frequently misattributed as blood pressure, lumbar puncture, and failure-to-thrive, respectively.
Because this study was limited by small sample size, no discussion is made of statistical significance or comparison between specialties. As a preliminary exploration of the clinical understanding of dermatology abbreviations, however, our study reveals a need to better identify and correctly interpret abbreviations commonly used in the medical record. For example, if a physician accessed UpToDate (www.uptodate.com, 2015), only 19 of 40 abbreviations would have been correctly linked to the appropriate term.
Abbreviations hasten and condense medical documentation, but lack of uniformity and widespread misunderstanding may contribute to misdiagnosis and miscommunication. There are current efforts to develop automated tools for disambiguation of abbreviations in the electronic medical record. Development of these requires significant further work and is not currently focused on dermatology abbreviations. 4 Meanwhile, dermatologists should make efforts to define abbreviations in medical documentation and reduce their use. Ensuring the use of only standardized abbreviations could be a future quality assurance assessment tool in dermatology. *Refers to the number of each type of survey participant providing the given alternative interpretation.
